). A weaker independent association was found with a history of abortion, anal sex, non-manual social class, non-married status and age [16][17][18][19][20][21][22][23][24]. From the total population, 1 in 6 men and 1 in 7 women in the top 5% of the distribution for numbers of heterosexual partners and 1 in 5 men paying for sex and 1 in 4 of those with a homosexual partner had attended a clinic in the last five years. The probability of attendance increased with multiple risk behaviours. Of women 64-2% and of men 69-7% attending clinics reported major risk markers for STD transmission. Conclusions: STD clinics in Britain are used by a wide demographic spectrum of the population. The behaviours, but not the attitudes, of attenders differed markedly from those of non-attenders. Clinics are relatively efficient in attracting only those with high-risk lifestyles, but, at a population level, the minority of those reporting risk-markers for STD transmission attend clinics. These findings suggest that STD clinics are an important focus for sexual health promotion, but that community programmes are also important for reaching non-attenders.
Introduction
Britain is one of the few countries worldwide to have a comprehensive open-access national network of genitourinary medicine (GUM) clinics for the free treatment of sexually transmitted diseases. Available evidence suggests that the majority of diagnosed sexually transmitted diseases (STDs) are treated in these clinics, which contrasts with the situation in the United States and other countries where a substantial proportion of disease is treated in private clinics and by primary care physicians.'
Statistics from GUM clinics record cases rather than persons, and since one individual may have several diagnoses, direct estimates of the numbers of people attending are unavailable.2 Knowledge of the demographic and behavioural characteristics of attenders from routine statistics collated by the Department of Health (KC60) is limited to age, sex and location of treatment.3 In recent years, the importance of STD control has been highlighted by the HIV epidemic. GUM clinics remain the focus for both HIV and STD management. HIV and sexual health have been designated key areas in the government White Paper Health of the Nation and targets have been set for reduction in gonorrhoea incidence. 4 Increased emphasis is being placed on targetting health promotion in clinical settings. This may be particularly appropriate for sexually acquired infections. Risk is not evenly distributed in the population and those with multiple homosexual or heterosexual partners are at greater risk of STD and HIV infection. There is considerable diversity of sexual lifestyle56 such that a relatively small proportion of the population at any one time is at high risk of STD acquisition.
GUM clinics offer an important venue for STD control and health promotion, though a high proportion of attenders seen at clinics are found to be free of STD on screening' and clinics may be used for conditions such as candidiasis which are not always sexually transmitted as well as for routine cervical cytology. Of male clinic attenders 10-3% had paid for sex with a woman within the past five years compared with only 1.6% of non-attenders. Clinic attenders were marginally more likely to have used a condom at last heterosexual intercourse, though overall only one quarter had done so.
Female clinic attenders were much more likely to have had an abortion in the last five years (17-8% compared with 4.3%). Male and female attenders were more likely to report having had an HIV test than non-attenders. Attenders were more than 10 times more likely Other indicators of risk behaviour were examined. Attenders were more likely to be current smokers, and male attenders more likely to consume moderate or high amounts of alcohol than non-attenders, but the magnitude of these differences was small compared with those for sexual behaviour variables. Attenders were much more likely to have a history of injecting drug use than non-attenders. For men, clinic attendance remained most strongly associated with numbers of heterosexual partners and male sex partnership and more weakly associated with payment for sex, unmarried status, non-manual social class, age 25-44, and smoking. For women, numbers of heterosexual partners and injecting drug use remained strongly associated with STD clinic attendance and a weaker independent association was found with a history of abortion in the last five years, non-manual social class, nonmarried status, anal sex and age 16-34. No association with region of residence was found after controlling for other variables in the models.
While odds ratios give a measure of the increased probability of high-risk behaviours amongst STD clinic attenders, they give no shown in table 5. Non-attenders were significantly more likely to perceive themselves as "not at all at risk of AIDS". Attenders had significantly more liberal attitudes towards homosexual partnerships, abortion and sex before marriage. Male attenders and non-attenders were equally intolerant of married people and those in stable relationships having sexual relations with someone other than their partner though female attenders were more intolerant than non-attenders. Male attenders, but not female attenders, were more tolerant than non-attenders of one night stands. Discussion This is the only study in Britain able to provide population-based estimates of the extent and pattern of STD clinic use. The study has highlighted the paucity of data routinely available on characteristics of STD clinic attenders and underlines the need for improved information and surveillance systems for the service.
With respect to the proportion of the population attending clinics, the findings indicate that clinics are used by a substantial minority and wide demographic spectrum of the population. There is evidence of increasing use by younger generations, since lifetime use was most common in those age 25-34 years. This is consistent with known sexual behaviour changes in the last 30 years, such as earlier age of first sexual intercourse, and increasing numbers of partners, as well as with increasing attendance figures and the establishment of expanding numbers of clinics since the 1 960s.'0 However, it may also indicate the increasing acceptability of clinics to the general public.
We have demonstrated much higher rates of STD clinic attendance in Inner London than elsewhere with more than 1 in 10 of the resident population age 16-59 attending in the last five years. While attenders and non-attenders differed considerably in their behaviour, they varied to a much lesser degree in their attitudes. While attenders tended to have more liberal attitudes towards homosexuality and abortion, they were strikingly similar to non-attenders in their attitudes to adultery and unfaithfulness-less than 5% of respondents felt that adultery was rarely or never wrong, while clinic attenders were only marginally more tolerant of one night stands. This underlines the complex relationship between attitudes and behaviour, although it may also be that the type of concurrent relationships censured by respondents were those precipitating STD clinic attendance and thus influenced their attitudes.
STD clinics appear to be relatively efficient at specifically attracting into the clinics those with high-risk lifestyles who might benefit from STD screening, treatment and prevention. More than 60% of attenders reported one or more risk markers as compared with only 14% of the non-attending populations. This finding vindicates the continuation of an open-access service to STD clinics without GP referral, since it indicates that individuals are able to appropriately use clinics on the basis of their own assessment of personal risk. We were not able, however, to assess from our data in this general behaviour survey the reasons for attending, the proportion of attenders who were symptomatic or the proportion with diagnosed STD.
At a population level, relatively high proportions of those with particularly high risk lifestyles attend clinics (26.7% of men with homosexual partners and 18.7% of men paying for sex in the last year). Of course, the converse of this is that there remains a substantial proportion of the population who report highrisk behaviours and do not attend clinics. This population numerically considerably outweighs the number attending clinics. These individuals may not require screening or treatment and may be more likely to be uninfected and symptom-free than attenders. Community studies suggest relatively low rates of undiagnosed syphilis and gonorrhoea in the community, though much herpes virus infection goes undetected,"3 and rates of asymptomatic genital chlamydia in selected female populations is in the order of 7-12% have been reported. '4 These findings suggest that the high concentration of high-risk individuals attending clinics makes them an important focus for sexual health promotion, but that community programmes are also important for reaching non-attenders. The general improvement in the standard of accommodation for GUM services since the publication of the Monks Report'5 which highlighted the poor condition of many clinics may attract a higher proportion of those at risk into clinics. The generally increased concerns of sexual health as a public health issue, combined with increased awareness of the need to improve integration of sexual health services may in future increase demand for services.
